Two cases of gastric sarcoidosis are reported. Both patients presented with a history suggestive of peptic ulceration and the diagnosis of sarcoidosis was made after operation.
Introduction
Sarcoidosis is a multisystem granulomatous disorder of unknown aetiology usually affecting young adults and presenting with bilateral hilar lymphadenopathy, pulmonary infiltration and skin and eye lesions. It rarely involves the gastrointestinal tract, only about 45 cases of gastric sarcoidosis having been reported (Korsager 1979) . Maycock et al. (1963) found no gastric involvement in their series of 145 patients with sarcoidosis, and their review of other reports disclosed gastric involvement in only 2 of 287 patients. Two cases of gastric sarcoidosis are now reported which were clinically indistinguishable from peptic ulceration.
Case reports
Case 1. In 1962 an 18-year-old male patient presented with a sudden onset of thirst and polyuria and was found to have diabetes insipidus. Bilateral hilar lymphadenopathy was seen on chest radiographs and biopsy of a supraclavicular lymph node showed nonnecrotizing epithelioid cell granulomas characteristic of sarcoidosis. He was treated with steroids and the thirst, polyuria and lymphadenopathy resolved. In 1972 he presented with a typical history of duodenal ulceration and barium studies showed distortion of the duodenal cap. A vagotomy and pyloroplasty was performed. In 1976, he again became dyspeptic and barium studies showed recurrent ulceration. At a second operation a gastrojejunostomy was performed. In April 1979, he complained of further symptoms and endoscopy showed recurrent duodenal ulceration. The gastrojejunostomy was converted to a Bilroth 1 gastrectomy. He has remained well since.
The main resected specimen consisted of the distal part of the stomach (4.5 cm long on the lesser curvature and 14.0 cm on the greater curvature) with a gastrojejunostomy 'defect' on the posterior wall. The mucosa around the defect was congested but there was no ulceration. Sections taken from around the gastrojejunostomy site showed several welldefined granulomas within the mucosa, mainly in the basal half. The granulomas were nonnecrotizing and consisted of epithelioid cells with occasional inconspicuous giant cells (Figure 1 ). They were surrounded by an infiltrate of lymphocytes. Stains for acid-fast bacilli and fungi were negative and no foreign material was demonstrable by polarized light. Sections from elsewhere in the stomach and the duodenal cuff showed a variable degree of nonspecific chronic inflammation. One of two small lymph nodes present contained a small epithelioid cell granuloma. oedematous thickened stomach was found with a surrounding gross lymphadenopathy. No disease was found in the rest of the abdomen. A lymph node biopsy was taken and histological examination showed multiple epithelioid cell granulomata without necrosis. The initial pathological diagnosis was tuberculosis but stains for acid-fast bacilli, sputum cultures for acid-fast bacilli and a Heaf test were all negative. The diagnosis was revised to sarcoidosis. No further treatment was given and she has remained well since.
Discussion
Gastric sarcoidosis was first described by Schaumann (1936) . The patients may be symptomless (Palmer 1958) , have symptoms suggesting peptic ulceration, or present with haematemesis (Levere 1962 , Kremer & Williams 1970 , Fung et al. 1975 , Konda et al. 1980 . Radiological features include gastric and duodenal ulceration, antral scarring, pyloric stenosis, linitis plastica and polyposis (Levere 1962 , Kremer & Williams 1970 . Care must be taken not to confuse the condition with abdominal tuberculosis or Crohn's disease (Morson 1972) . The granulomas in the cases presented here were non-necrotizing and acid-fast bacilli could not be found. These features, together with the absence of clinical tuberculosis before or after the gastric surgery, effectively excluded tuberculosis as the cause of the gastric lesions. A diagnosis of Crohn's disease was rejected because the other histological stigmata of Crohn's disease, such as mucosal ulceration and transmural inflammation were not present.
Sarcoidosis should always be considered in patients with recurrent or residual gastroduodenal ulceration, particularly if the patient has evidence of sarcoidosis at other sites.
